paigns were more likely to support voter registration in the clinic (18 of 23 vs 4 of 12, P 5 .02). PCPs who primarily served lowincome patients were less likely to regard discussions about politically oriented health care issues as appropriate (0 of 5 vs 13 of 22, P 5.04). In conclusion, the majority of our study PCPs discussed voting or health care politics with their patients. To our knowledge, this is the first study to demonstrate that the personal political activities of physicians are associated with their willingness to address political issues with clinic patients. Moreover, we found that gender was associated with political activity inside and outside the clinic, a finding consistent with a study of English PCPs.
Mortality Associated with Hormone Replacement Therapy in Younger and

Older Women
In Reply:-I appreciate the opportunity to respond to Dr. Grant's letter concerning our meta-analysis on mortality associated with hormone replacement. It is true that no single trial of younger women has shown a significant reduction in mortality with hormone use. In fact, no trial of hormone replacement has shown a decrease or increase in mortality. Death is a very rare event, especially in younger postmenopausal women, and it would require a very large trial to provide the statistical power necessary to produce significant results. A more precise estimate can be made by pooling the results of many smaller trials in the form of a meta-analysis.
In the analysis of younger women, approximately one half of the deaths were from one trial with ovarian cancer survivors that provided 40% of the weight. However, as described in the article, when this trial was excluded from the analysis there still was a significant reduction in mortality for the younger age group, with an odds ratio of 0.56 (confidence interval [CI] , 0.31 to 0.99). Since our analysis was published, the Women's Health Initiative estrogen-only trial has shown a hazard ratio for total mortality of 0.73 (CI, 0.47 to 1.13) in those 50 to 59 years old. 1 If these data were added to our meta-analysis, it would provide 50% of the weight, with a revised odds ratio for mortality in the younger age group of 0.67 (CI, 0.49 to 0.92).
It is not possible to completely control for previous exposure to hormone replacement in clinical trials, but randomized trials help to reduce baseline differences between the treatment and control groups. In this meta-analysis, the women in the younger age group had a mean age of 53.7 years and had no recent exposure to hormone replacement, which indicates that their previous exposure to hormone replacement was probably minimal. Longer trials of hormone replacement will be needed in the future to assess whether this mortality benefit seen in younger women persists over the years.-Shelley Salpeter, MD, FACP, Santa Clara Valley Medical Center, San Jose, CA. To the Editor:-We commend Dr. Shanafelt et al. 1 on their recent study noting an association between higher mental well-being and residents' capacity for empathy, comprising the ''cognitive'' capacity for insight into others' experiences and the ''emotive'' capacity to respond to these experiences. Although the use of the SF-8 to measure well-being only presents a limited assessment of aspects of physical and mental health, their findings support the need for further empiric work about the nature and promotion of resident well-being. In this study sample, female residents had higher emotive and cognitive empathy scores compared with men, but a lower proportion of female residents possessed ''high mental wellbeing.'' This intriguing finding raises further questions about the interactions between empathy and well-being and the implications for future research. A recent review described clinical empathy toward patients as emotional labor. 2 Physicians may use 2 different modes of acting to express empathy: (1) ''surface acting''-displaying behaviors unmatched by underlying emotional content and (2) ''deep acting''-modifying their underlying emotions to create congruency with these behaviors. Larson and Yao argue that recurrent surface acting by physicians may actually lead to cynicism and burnout, although there is a lack of empiric studies to support this belief. If this conjecture is true, residents who possess a high capacity for empathy may have decreased mental well-being over time because of this persistent dissonance between their underlying emotional state and their performance as empathic physicians.
Another concern is that too much empathy for patients could lead physicians to sacrifice aspects of their own wellbeing. Some physicians with high empathy may be unable to set the necessary boundaries to protect their own well-being. Huggard 3 describes the phenomenon of ''compassion fatigue,'' whereby physicians who engage empathically with their patients develop burnout because of secondary traumatic stress.
Perhaps in Dr. Shanafelt's study, the wellness promotion practices of residents with high mental well-being enable them to demonstrate empathic concern while still maintaining their own well-being and averting burnout. Striking this balance between empathy and self-care may be a critical skill for residents to master and may help to ensure well-being throughout their careers. Further explorations of gender differences in clinical empathy may help elucidate how the risk of burnout or compassion fatigue may differ between female and male physicians. We appreciated the contribution of Dr. Shanafelt and his colleagues to our understanding of these important connections.-Neda Ratanawongsa, MD, Scott M. Wright, MD, Rachel B. Levine, MD, MPH, Johns Hopkins School of Medicine, Baltimore, MD.
